for outreach among at-risk populations. The fact that African American churches remain well regarded and trusted in the African American community also enhances the feasibility of engaging leaders in this setting in HIV/AIDS programming (Billingsley & Caldwell, 1991; Thomas, Quinn, Billingsley, & Caldwell, 1994) .
In a pivotal study with a nationally representative sample, Frenk and Trinitapoli (2013) discovered that only 5.6% of U.S. churches (approximately 18,500 churches) provide programs or activities for people living with HIV/AIDS. Furthermore, they reported that African American Protestant churches are more likely to have HIV/AIDS programming than European American, mainline Protestant churches (areas of responsibility + 1.756, p < .05). While these results are encouraging and indicate that African American churches are engaged in HIV/AIDS programming, the number of African American churches involved in addressing HIV/ AIDS is still relatively small.
Several health-related interventions have been housed within the African American church with substantial gains being made in health promotion (Freudenberg et al., 2000; Speers & Lancaster, 1998; Wilcox et al., 2007; Williams, Glanz, Kegler, & Davis, 2012) . However, churches have been slower to respond to the HIV epidemic (Cunningham, Kerrigan, McNeely, & Ellen, 2011; Harris, 2010; Wilson, Wittlin, Muñoz-Laboy, & Parker, 2011) . Studies have reported that the most salient barriers are related to HIV stigma, sexuality, and aspects of religious culture and norms that have framed HIV as a moral issue rather than a health concern (Berkley-Patton, Foster, 2007; Stewart, 2014b) . In addition, it has been hypothesized that churches located in the "Bible Belt," or churches located in the southern United States, are generally conservative and less likely to embrace HIV/AIDS programming (Abara, Coleman, Fairchild, Gaddist, & White, 2013; Koch & Beckley, 2006) .
Of late, however, churches have become increasingly involved in HIV efforts as they have become more aware of the importance of their role in diminishing the impact of HIV and AIDS among African Americans (Stewart & Dancy, 2012; Tesoriero et al., 2000; Wingood et al., 2013) . This has resulted in more African American churches addressing HIV/AIDS; albeit many have remained uninvolved. It is vital to elucidate the factors that impede HIV and AIDS programming in nontraditional settings to ensure that HIV/AIDS resources are made available in the hardest hit populations and communities. Inherent strengths and capacity within African American churches can be amplified to engage large numbers of African Americans along the continuum of HIV prevention and care.
The facilitators to African American church engagement have yet to be confirmed, leaving several unanswered questions regarding the characteristics of churches that independently implement HIV programs. Several characteristics have been hypothesized, including denomination, pastoral/ leadership characteristics (Fulton, 2011; Stewart, Sommers, & Brawner, 2013) , and conservative or liberal approaches to doctrine (Beadle-Holder, 2011; Brown & Williams, 2005) . With its significant impact on the values and behaviors of African Americans across the nation (Isaac, Rowland, & Blackwell, 2007; Rowland & Isaac-Savage, 2013) , leveraging the African American church's role in the promotion of HIV risk reduction across the continuum is an approach with large potential gains (Coleman, Lindley, Annang, Saunders, & Gaddist, 2012) . Thus it is important to engage African American churches in collective action in the prevention of HIV, promotion of HIV testing, and care and support of people living with HIV and AIDS.
Great strides have been made in the identification of barriers and facilitators to engaging African American churches in HIV/AIDS programming (Berkley-Patton, Moore, Onsomu, Timmons, Abuya, & Moore, 2012; Reese, 2011; Stewart, 2014a) . Now, an integrated approach is needed to contribute to a more holistic and comprehensive view of the characteristics of African American churches with HIV programming. This requires examination of factors from multiple levels, including assessment of individual leadership characteristics, organizational characteristics, and the social environment. Accordingly, we focused our analyses on the impact of several factors at different levels on the existence of HIV/AIDS programs in a nationally representative sample of African American churches. Ultimately, our intent is to use these findings to partner with African American churches to provide much needed HIV prevention, testing, and care initiatives in African American communities.
Conceptual Model
We used the previously developed multilevel church-based HIV testing model (Stewart, 2015) in conjunction with previous research to identify potential factors that would affect the likelihood of African American churches having an HIV or AIDS program. The model proposes contributing factors at the individual (clergy and congregant characteristics), organizational (denomination, norms, and governance), and social levels (geographical location of church, access to HIVrelated resources, and discrimination). Other studies have presented several additional factors, including the educational background of the pastor, a liberal or conservative church orientation (as often marked by views on the Bible), attitudes toward homosexuality, and presence of a health ministry (Marcus et al., 2004; Stewart & Dancy, 2012; Teti et al., 2011) . We considered these variables as well in our subsequent analyses. We hypothesized the following:
Hypothesis 1: At the individual level, clergy who have seminary degrees will increase the likelihood of having an HIV/AIDS program; Hypothesis 2: At the organizational level, the presence of an organized effort or committee whose purpose is to provide members with health-focused programs (a health ministry) will increase the likelihood of having an HIV/ AIDS program; and Hypothesis 3: At the social level, churches located in the southern region of the nation will be less likely to have HIV/AIDS programs.
Method
Secondary data from the National Congregations Study (NCS) were used for the analyses; the NCS is an ongoing survey of churches throughout the United States. The protocols were approved by the university's institutional review board prior to data collection. In the NCS model, data are gathered via a 45-to 60-minute interview survey with one key informant, usually a clergyperson, from each congregation. Seventy-eight percent of NCS interviews were with clergy, 8% were with staff, and the remaining 14% were with nonstaff congregational leaders. The interview asked about the church's activities, services, worship styles, and composition of the church and clergy characteristics. Complete data were collected from 1,506 congregations.
We conducted an analysis of Wave II data from 2006-2007 (N = 1,506) . We further isolated the sample to churches reporting an African American membership of greater than or equal to 60%, which has been classified as being indicative of an African American church (Cavendish, 2000; Lincoln & Mamiya, 1990) . This yielded a sample of 202 African American congregations. Nine out of the 202 had missing data on key study variables and thus were not included in analysis. The final sample for analysis was 193 congregations.
Dependent Variable
The dependent variable was a binary variable asking whether or not the congregation currently had any program or activity specifically intended to serve persons with HIV or AIDS ("Does your congregation currently have any program or activity specifically intended to serve persons with HIV or AIDS?"). The program could serve a variety of different HIV-related needs, including, testing, prevention, support groups, food distribution, housing, or hospice care. Thirtyfive congregations were identified to have such programs when the survey was conducted (coded as "1") while the remaining 158 did not have any (coded as "0").
Independent Variables
We explored a variety of independent variables in accordance with the aforementioned literature and our conceptual model. Individual-level variables included the characteristics of the clergy (race/ethnicity, age, whether or not they have graduated from a seminary or theological school, and attitudes toward a cohabiting or an openly gay or lesbian couple in the membership or in leadership positions) and whether anyone in the congregation had publicly disclosed his or her HIV status. Congregational-/organizational-level variables included structure (denomination, whether or not the congregation considers the Bible to be the literal and inerrant word of God [a proxy for determining a conservative or liberal orientation], and the presence of programs or groups to address physical health needs). Last, social-level factors included social environment (geographical region of the churchNew England or Mid-Atlantic, East North Central or West North Central, South Atlantic, East South Central, or West South Central, and Mountain or Pacific).
Analysis
Data were analyzed using SAS Version 9.2. Descriptive statistics including means and standard deviations were calculated for continuous variables and frequencies and percentages for categorical variables. Independent sample t test and chi-square tests or Fisher's exact tests were used to compare the characteristics between churches having any HIV/AIDS program or not. Variables that had p ≤ .20 at the bivariate analysis level were included in a binary logistic regression model. This model was modified through a backward elimination process, removing one independent variable at a time (the least significant variable), until all the variables were significant at the .10 levels. Table 1 shows the characteristics of clergy and congregations, and the presence of health programs. The majority of the clergy were male (182, 94.3%), were Black (178, 92.2%), and had graduated from a seminary or theological school (119, 61.7%). The mean age was 55.2 years (SD = 11.7) ranging from 27 to 89 years. Out of the 193 congregations, most of them (70.0%) were located in the South Atlantic (Florida, Georgia, North Carolina, South Carolina, Virginia, and West Virginia), East South Central (Alabama, Kentucky, Mississippi, and Tennessee), or West South Central (Arkansas, Louisiana, Oklahoma, and Texas) regions. The majority of churches (78.2%) were affiliated with a denomination, convention, or other association, with Baptists accounting for 53.4%, Pentecostal 13.5%, other Christian 12.4%, and other 20.7%.
Results

Sample Description
Almost all of the congregations were Black protestant (90.7%) and considered the Bible to be the literal and inerrant word of God (93.3%). Less than 15% of churches had members who had publicly disclosed their HIV/AIDS status. About three in four (72.0%) churches would permit unmarried couples that cohabit to be full-fledged members, and half (52.8%) of the churches would give gay or lesbian individuals full-fledged membership. However, fewer reported that they would allow these groups to hold a leadership position even if they were qualified (unmarried and cohabiting couple: 16.1%, gay or lesbian: 6.7%). More than half (63.2%) of the clergy reported having a designated or committed person whose purpose was to provide congregants with health-focused programs. In contrast, only 10 (5.2%) clergy mentioned that they had specific groups that were focused on individuals' physical well-being. In addition, only 18.1% of the churches had either sponsored or participated in programs targeting physical health needs.
Comparison of Churches
With reference to our first hypothesis, clergy in churches having HIV/AIDS program tended to be those who did not graduate from a seminary or theological school (χ 2 = 8.127, p < .05). With reference to Hypothesis 2, compared with those having HIV/AIDS programs, churches not having HIV/AIDS programs had fewer reports of disclosure by HIV-positive congregants, and fewer unmarried but cohabiting, and gay or lesbian congregants (all p < .05). Churches with HIV/AIDS programs and those without did not differ significantly in whether or not they were affiliated with a denomination, the type of denominational affiliation, religious tradition, whether congregants consider the Bible to be the literal and inerrant word of God, or whether unmarried but cohabiting couples, gay individuals, or lesbian individuals would be permitted to be members (all p > .05). Last, with reference to Hypothesis 3, the churches located in the South Atlantic, East South Central, and West South Central regions had a smaller proportion of churches with HIV/ AIDS-related programs (χ 2 = 811.944, p < .05) compared to other regions.
Regression Analyses
All variables significant at the .20 level in Table 1 were included in a logistic regression model. Subsequently, the following variables were removed from the model in a backward elimination process to get a final model in which all variables had p < .10: the pastor being a graduate from a seminary or theological school, whether an unmarried but cohabiting couple would be permitted to be full-fledged members, and affiliation with Pentecostal or other Christian denominations. The final model is shown in Table 2 .
Hypothesis 1 was rejected as clergy education was eliminated from the final model. The results did, however, support Hypotheses 2 and 3 as churches located in the South Atlantic, East South Central, or West South Central regions of the United States were significantly less likely to have HIV/ AIDS programs (odds ratio [OR] = 0.129, p = .000) and having an organized effort, designated person, or committee whose purpose is to provide members with health-focused programs made churches significantly more likely to have HIV/AIDS programs (OR = 6.835, p =.007). The pastor being older in age, however, increased the likelihood of having HIV programming by 4.4% (p = .043). Churches were more likely to have HIV/AIDS programs if they had members who disclosed their HIV status (OR = 4.276, p = .011), permitted a gay or lesbian to be full-fledged members of the congregation (OR = 4.766, p = .006), had sponsored or participated in health-related programs (OR = 3.918, p = .011), and had a designated person or committee whose purpose was to provide members with health-focused programs (OR = 6.835, p = .007).
Discussion
Our study revealed that region, clergy age, congregant disclosure of HIV-positive status, permitting cohabiting couples to be members, sponsorship or participation in programs targeted to physical health issues, and having a designated person or committee to address health-focused programs significantly predicted the likelihood of African American churches having an HIV/AIDS program. The findings support literature that has examined the influential role of having a health-related program or ministry as a facilitator to HIV/AIDS programming in African American churches (Frenk & Trinitapoli, 2013; Fulton, 2011; Nunn et al., 2013; Pichon, Williams, & Campbell, 2013) . Thus, we confirm the need for a designated person or committee to champion programs that address health concerns, including HIV efforts. We posit that successful partnership with African American churches will require the development of committees and training of lay leaders in the church to promote the health of the congregation. Given documented risk factors (BerkleyPatton, Moore, Hawes, Thompson, & Bohn, 2012; Stewart, 2014a) , it is imperative that we continue efforts to intervene in faith-based settings.
Our study uniquely adds to the literature by demonstrating nuances within African American churches that predict the availability of HIV/AIDS programs for their congregants. More specifically, our findings reveal that churches who had members who disclosed their HIV status, would permit membership for unmarried cohabitating couples, and had someone who coordinated health-focused programs were 4.3, 4.8, and 6.9 times more likely to have HIV/AIDS programs, respectively. Furthermore, sponsorship or participation in a targeted physical health issue resulted in an almost fourfold increase in the likelihood of engagement. We surmise that these factors may be attributable to implicit theologies within certain church systems, as well as more liberal/ progressive church cultural contexts. The identification and exploration of these factors can be used to engage nonparticipating churches in HIV/AIDS programs. The prevailing belief has been that certain denominations have doctrine that would not support HIV programming. Other studies have found that religious tradition or denomination and/or a liberal or conservative stance within broader church systems affected the likelihood of HIV/AIDS programs (Frenk & Trinitapoli, 2013) . However, our findings did not confirm this within the African American church. There is likely a great deal of diversity within individual denominations making HIV/AIDS programming possible in some churches and not in others. A more comprehensive variable of interest might be norms or religious culture, which is beginning to be brought to the forefront of the literature on HIV/AIDS programming within African American churches (Derose et al., 2014; Stewart & Dancy, 2012) . However, our findings show that HIV programming exists across and regardless of denomination.
Researchers have made significant advances in the development and implementation of successful HIV/AIDS program models (e.g., prevention of HIV and stigma reduction) in a variety of geographical locations with subpopulations in the African American community (Berkley-Patton, Isler, Eng, Maman, Adimora, & Weiner, 2014; Whiters, Santibanez, Dennison, & Clark, 2010) . Little investigation, however, has been made into the differences in churches in various regions and how this affects the likelihood or challenges associated with implementing HIV/AIDS programs. Other studies have hypothesized that the educational level and/or training of the clergy serve as significant barriers to engaging in HIV programming (Taylor, Ellison, Chatters, Levin, & Lincoln, 2000; Thomas et al., 1994) . Our study did not confirm this finding. In addition, with the exception of age, we did not find that any of the reported clergy characteristics predicted HIV/AIDS programming availability. Further research is needed to explore communication styles among clergy, including interpersonal and mass media correspondence, as it relates to having HIV/AIDS programs in African American churches . Moreover, differences in willingness to discuss HIV and program availability warrant further exploration by congregant demographics, for example, reluctance to talk to youth about sexual behaviors.
Our study has significant implications for partnering with African American churches to provide much-needed HIV prevention, testing, and care initiatives in African American communities. Namely, we have identified factors that can be strategically used to target African American churches with the highest likelihood of success in engaging in HIV and AIDS efforts. Researchers and community health practitioners can use these findings to identify local congregations that currently operate under a model that is most conducive for the implementation of HIV/AIDS programming. These researcher and community partnerships must be done with the added support of funding and individuals committed to HIV/AIDS programming. So as not to "cherry-pick" the best congregations and leave the rest of the community without resources, these same factors can also be used to increase the likelihood that churches that do not currently have HIV/AIDS programming could initiate programs in the future. For example, churches that do not address other physical health issues, or that do not have a designated person responsible for physical health programs, could be encouraged to consider starting small at a level they are comfortable with (e.g., host a blood pressure screening or disseminate educational pamphlets about diabetes). In either case, our findings confirm the importance of engaging the faith community and building the capacity of African American churches to address health concerns that disproportionately affect African American communities, including HIV/AIDS (Abara et al., 2013) .
Limitations
This study is limited by several considerations. These include the use of self-reported data, which may have been influenced by social desirability and recall biases, especially for questions pertaining to HIV, which can carry a degree of HIV stigma. In addition, due to the fact that our analysis focused exclusively on HIV programming while the larger study did not, we did not have the opportunity to focus on all of the reported factors to consider in HIV programming in African American churches. The data were collected 10 years prior to this study undertaking. At that time, these data were the most current. This may have implications for the findings as churches may have discontinued their HIV ministries, or several of the contributing factors may have changed. Last, interpretation of the study's results is limited by the individuals that were asked who may have had limited knowledge of what the HIV/AIDS program contained and its applicability to affecting or reducing HIV or AIDS.
Despite these limitations, the strengths of the study include the large and geographically diverse sample; few studies have been able to look at African American churches across the nation. Furthermore, this study provides valuable information on the factors affecting the likelihood of having an HIV program.
Conclusion
This study enhances existing literature by determining the factors that specifically support African American churches integrating HIV and AIDS programs into their congregations and communities. By using an approach that looked at factors from several levels, we have been able to expand knowledge on factors increasing the likelihood of churchbased HIV/AIDS programming. Strategically engaging African American churches in HIV efforts is an urgent need to reduce HIV in African American communities. Efforts to support churches to integrate HIV/AIDS programming into their settings should target health ministries and promote capacity building and acceptance of individuals regardless of congregant characteristics that may be counter to church ideology (e.g., cohabitation and sexual orientation). A combination of strategies at multiple levels is likely to be more effective in encouraging African American churches to engage in HIV/AIDS programming.
